Background and Objectives: Advance care planning (ACP) involves reflection on health care preferences and communication of the person's wishes in case of future incapacity. ACP is particularly pertinent in supportive living (SL) as residents are at high risk of cognitive decline and changes in health status, but the readiness of residents, families, and health care practitioners to engage in ACP discussions is not known. The purpose of this study was to explore the readiness among these stakeholders and the factors that influence the degree of readiness. Research Design and Methods: Twenty-seven participants (10 residents, 8 family members, 9 health care practitioners) affiliated with 4 SL facilities in Calgary, AB, Canada took part in semistructured, one-on-one interviews. An interpretive descriptive approach was utilized to generate clinically relevant findings. Results: Variability in the conceptualization of ACP, including confusion regarding terminology, emerged as a major theme. Themes that influenced readiness for engagement in ACP discussions included the influence of prior experience for residents and family members, perception of treatment goals, and understanding of roles in the process between the groups. Discussion and Implications: Recommendations for clinicians include clarifying ACP concepts for themselves and residents, shifting focus toward an elucidation of values and preferences rather than on documentation, greater clarity about the roles of the various stakeholders, and recognizing the importance of prior experience for residents and family members. These findings can be used to contribute to the understanding of ACP engagement in SL and inform an approach to engaging in meaningful discussions about ACP.
been associated with positive patient outcomes (BrinkmanStoppelenburg, Rietjens, & van der Heide, 2014) .
In Alberta, Canada, ACP discussions can lead to a medical order, Goals of Care Designation (GCD), which must be completed by a physician or their designate (e.g., resident or nurse practitioner; Alberta Health Services, 2016b). GCDs communicate one of three broad categories (resuscitative, medical, comfort) to describe the general focus of care and limits to interventions (such as cardiopulmonary resuscitation or intubation) as well as information about location of transfer (Alberta Health Services, 2016c) . ACP engagement between providers and patients is guided by a provincial policy that encourages and advises physicians on how to engage patients in ACP. Although physicians can be reimbursed for ACP discussions, there is no direct billing code.
ACP is especially relevant for residents in supportive living (SL) facilities, also known as assisted living facilities. SL provides scheduled and unscheduled personal care and 24-hr support by Licensed Practical Nurses and Health Care Aides with periodic visits from a registered nurse practitioner. The intensity of needs is lower than for residents of long-term care or nursing homes. These individuals typically have functional limitations due to multiple comorbidities including clinically significant cognitive impairment. The cognitive and physical status of many SL residents decline over time and may make the consideration and expression of health care choices difficult, if not impossible. These circumstances can make residents vulnerable to receiving health care incongruent with their wishes and leave caregivers and clinicians with difficult ethical decisions regarding the appropriateness of medical interventions (Blasi, Hurley, & Volicer, 2002; Caron, Griffith, & Arcand, 2005) . ACP should be done with residents, including those with early stage dementia, when they are capable of making and communicating care goals (Dukoff & Sunderland, 1997; Mezey, Teresi, Ramsey, Mitty, & Bobrowitz, 2000) . Older adults can be at variable stages of readiness to engage in ACP. Despite its importance, there is little understanding of how readiness was achieved for those who engage in ACP and how it can be achieved in those currently not ready for these discussions (Fried et al., 2010) .
The purpose of this study was to explore the perspectives of relevant stakeholders on ACP readiness in the SL setting. The research questions were as follows: How do SL residents, families, and HCP perceive their own readiness to engage in ACP discussions? What factors affect readiness to engage for the participant groups?
Method
A qualitative approach was used to perform an in-depth exploration of stakeholder readiness for ACP. Building on prior ACP research, readiness was defined as a willingness to engage in ongoing discussions of underlying values and wishes for EOL care with family and HCP (Fried et al., 2010) . Interpretive description (ID) was utilized to explore these perspectives (Thorne, Reimer Kirkham, & MacDonald-Emes, 1997) . ID is a qualitative research methodology that aims to generate knowledge relevant for the clinical context of applied health disciplines. It allows the translation of research findings to clinical practice while recognizing the knowledge and experience of researchers within a given clinical field. Unlike some qualitative approaches that assume the researcher enters into a research context free from any preconceived theories or notions about the topic of study, ID expects that researchers will bring their clinical expertise to the exploration of the research topic in virtue of how they develop their research question, study tools, and analysis.
Participants were recruited from four similarly sized SL facilities in Calgary, AB, Canada. Two of these facilities were private, whereas two were government subsidized. The private facilities provide larger resident rooms and higher culinary standards. The facilities were similar with respect to recreational activities and care provided. The four facilities were located in different parts of the city. At least two elements of ACP (documenting the surrogate decision maker and completion of GCD medical order) occur as part of the standard process of entering into residence in SL facilities. Residents are not required to complete this documentation, but clinicians are expected to pursue the issue.
Health Care Practitioners
English-speaking HCP working in SL (i.e., physicians, nurse practitioners, registered nurses, nurse aides, and social workers) were recruited for participation. These HCP represent the disciplines most often involved in discussions on ACP and completion of ACP documents (i.e., GCD orders, Advance Directive, etc.). Nurses and social workers can be the primary discussion initiators, whereas physicians are obligated to oversee GCD medical orders. HCP were eligible to participate as long as they served patients in SL. Not having participated in ACP activities was not an exclusion criterion for participation.
Residents/Families
English-speaking SL residents who were able to provide consent to participate in ACP conversations and family members of SL residents were recruited. Residents' cognitive capacity to participate was determined by the nurse practitioner at each SL facility. Two family members were related to the resident participants. One resident who was interviewed with a daughter was also the spouse and caregiver for a cognitively impaired resident.
Recruitment materials were disseminated to prospective resident and family member participants at the four SL sites by nurse practitioners who requested permission for the researcher to contact them for participation. The nurse practitioners were instructed to approach both residents who they felt would want to engage in ACP and those they thought might not. Two residents declined to participate when contacted by the researcher. Nonphysician HCP at the four SL facilities were recruited through presentations given by the researcher. Presentations were attended by nursing professionals and social workers. Those willing to participate were given the option to schedule an interview time. Physicians were recruited using snowball sampling due to the small number of physicians working in SL facilities in the city.
Semistructured one-on-one interviews were used to collect data at a time and location specified by the participant, usually at the SL facility. Interviews were conducted by one researcher (primary author) between September 2013 and April 2014. Interview guides were developed specifically for the purposes of this study (see Figure 1) . A rigorous and systematic process was used to develop the interview guide for patients, families, and clinicians. First, a broad literature review was completed using the PubMed, Medline, and PsychINFO databases. A comprehensive list of search terms related to patient/resident, family/surrogate, and HCP perspectives as well as barriers/facilitators to ACP and EOL conversations was used to compile an extensive collection of relevant studies. These were then summarized and categorized according to topic, study population, and findings. The research team reviewed the information gathered from sources and developed categories for the interview guides. Open-ended questions were then crafted to include all known information related to the topics of interest, while also providing opportunities for participants to introduce new information. A draft of the three interview guides was reviewed and edited by a social psychologist specializing in communication techniques to ensure items were crafted in such a way as to invite maximum sharing and discussion.
Interview duration ranged from 30 to 60 min. On two occasions, during family member interviews, the related SL resident was present for the interview at their request. In both cases, the resident was also interviewed privately after the family member interview. This arrangement did not appear to change the dynamics of the interview process compared with the remaining sessions. Participants were recruited and interviewed until saturation was reached. Saturation was determined when a broad range of perspectives on ACP had been explored with each participant group and no new perspectives were emerging.
The audio-recorded interviews were transcribed and maintained in a secure digital repository. All data were coded into the computer software NVivo (QSR International; Richards, 2005) . Field notes were taken during interviews to ensure the capture of pertinent characteristics of both the physical environment (e.g., noise, distractions) and participant (e.g., shyness, cognition). These notes became part of data analysis, informing the context of study findings and adding depth to the interpretive process.
Data Analysis
ID uses small-scale investigation of a clinical phenomenon for the purpose of capturing themes and patterns within subjective perception and generating a framework for informing clinical understanding and practice. First, the researcher read every interview and field note, noting general impressions and ideas regarding main messages that were salient in each interview. Then, she reflected on the key parts of the interviews that stood out in her mind by asking why these were the parts that had captured her attention in order to recognize potential bias (Thorne, 2008) . For example, the researcher found herself sensitive to some health care providers' descriptions of how the ACP process was enforced in SL. She was able to recognize that she was feeling an ethical objection to these practices. Thorne (2008) discusses making sure to not allow a single or minority view that is powerful to take on more influence in the data than it should. So, the researcher ensured to only give attention to suggestions about coercion in the corresponding section of the findings, without allowing them to bias the interpretation of other findings.
Next, the researcher coded each interview in NVIVO. Coding was focused on larger units of meaning in a participant's message rather than line-by-line coding throughout the interview. For example, multiple sentences with an overarching meaning might be coded as follows: "I must say though that she's not totally able to understand the whole thing. Like I've found the doctor asking her, [what she would want or whether she understands what it means when we say we're hooking her up to machines]. And [the doctor] was very clear with her trying to talk her through what each stage meant. But I sort of had to do a little interpretation with my mom…we had to kind of break that down even more so that she could somewhat get a handle on it." was coded as, "daughter interprets GCD conversations for mother" and "physician clearly talks through each GCD with mother."
In order to ensure mentorship throughout the analytical process, the researcher met with a coinvestigator (who has content expertise in ACP and GCD) in the initial stages of coding. During these meetings, the coinvestigator challenged the coding strategy for each of the three participant groups asking why and how specific codes were chosen. Each quote and code was then reviewed and consensus was reached on the most appropriate grouping and coding through discussion and comparison.
Once the coding was complete for a participant group, the researcher copied all of the codes into a separate spreadsheet and used the constant comparative method to classify all codes into categories (Table 1) . To do this, the researcher compared each new code to existing categories to evaluate whether they fit within an existing one or required a new category. A copy of all categories with corresponding codes and quotes was sent to the coinvestigator for assessment. They met to challenge classifications and consequently, some were changed, some codes were moved, and some categories combined. Changes were mainly made if the coinvestigator felt that codes contained assumptions rather than being purely descriptive. As part of these meetings, the researcher described her classification thought process. During this description, the coinvestigator took notes of what the researcher was saying and later provided her with these notes. The researcher found this exercise very useful in helping understand her thought process and capturing authentic thematic impressions as they were beginning to form (Thorne, 2008) . After the meetings, the researcher reviewed the classification changes that were made and documented analytic thinking for each participant group in order to finalize emergent themes.
Results
Resident participants included nine females and one male between 72 and 86 years of age. Two resident participants were the parent of a family member participant. The remaining participants were not related. Eight family members of SL residents were participants in the study. Seven family members were the designated decision makers for their SL resident family member. All family members were female. Their ages ranged from 40 to 75 years. Nine HCP were participants in the study (three physicians, one social worker, one nurse practitioner, two registered nurses, and two nurse aides). One of the participants was male, and all other participants were female. The distribution of participant subspecialties and gender was largely reflective of the professional make-up in the SL context, as confirmed by nurse managers in each facility. Registered nurses and nurse aides are the most common health care professionals working in SL facilities and the majority of HCP are female.
Variable Understanding of ACP
From the exploration of readiness for each participant group, we found that there exist varied conceptualizations and understanding of ACP between them. Residents and family members found terminology related to ACP unfamiliar and difficult to understand whereas HCP had a much clearer and more comprehensive understanding of ACP. Additionally, although HCP believed that ACP is being done and that residents are being engaged in this process, residents were seldom able to recall participating in ACP with individuals other than family members.
Residents uniformly expressed unfamiliarity with ACP when asked about the term Advance Care Planning. Although all had engaged in some relevant steps, very few associated the term Advance Care Planning with either thinking, communicating or discussing wishes for future care. Instead, the term was most commonly associated with decision making around moving from independent living to SL as well as planning one's funeral and drafting a financial will. For example, when asked about whether or not she had engaged in ACP, one participant explained: "Yeah, we have done that…we have our funeral arrangements all made" (Resident 3). Another resident explained: "I thought I just can't do this. That's how I got thinking about it…I was 90 and I was living there all by myself…it was difficult and…I didn't want to leave" (Resident 8). Residents' lack of familiarity appeared to be mainly associated with terminology rather than recognition of engagement in ACP. Hence, when the ACP process was described to them, they were able to recognize and remember the extent of their engagement, "Yes, we've signed the [ACP documents] (Resident 3)," "Well, I have an end-of-life form" (Resident 5). Furthermore, residents indicated a prolonged and thoughtful engagement in ACP: "Oh, we spent a lot of time thinking about what we wanted" (Resident 1) and with family: "All these things are sorted out in your mind first and successfully discussed with your family" (Resident 6).
In contrast, HCP had a good understanding of ACP and some detailed their personal approach to engage patients and family members: "I go through and find out if they have it [GCD], if they've covered all their bases, and I'll talk to them if they're their own person, or the decision-maker, and offer them any kind of a resource or assistance with it" (HCP 4) and "so what I do is I take a softer approach and just ask them, well you know back in the days when your parent really had full awareness and was in charge of their own life, did you ever have any discussions about life support, or what their wishes were about that" (HCP 1)?
Interestingly, residents did not recall having had an ACP conversation with HCP in their SL facility: "I can't remember who I talked to or things like that, but I'm sure…no, I'm not sure if I have or not, but I certainly will bring it up" (Resident 4), "Uh no because in my case, I changed doctors and I moved from where I was to here. So I didn't have a chance to talk to any doctors" (Resident 5), despite the fact that policy in all SL facilities participating in this study dictates residents have completed ACP documentation upon moving in. One resident did recall adding a GCD form upon entering the facility: "This place insists you add one" (Resident 7). Conversely, physicians indicated readily engaging residents in ACP. Still, there does not exist a standard approach to ACP in SL. As a result, physician approaches to ACP were variable. Some physicians indicated having a personal protocol in practice to ensure ACP conversations are had if ACP documentation had not been completed on the patient chart when they move into the facility: "If they don't have one, then I have my assistant call and we make an appointment… so that we can all come in and meet and have a discussion face-to-face" (HCP 4). Others, were focused more narrowly on the documentation requirements: "Standard practice in SL is the documentation piece" (HCP 5).
Although family members had a clearer understanding of the broad ACP terminology compared with residents and purpose of the process as preparing for future loss of capacity: "…the sooner we can ask some basics then we can fill in parts of it later when hopefully…when we need to" (FM 5), they nevertheless struggled to understand the complexities of the medical order GCD forms that are expected to be completed by SL residents. As one family member explained, "…I don't think they gave an awful lot in those levels of care, or goals…a lot of it really wasn't too clear to me, especially about heroic measures…" (FM 3). Furthermore, although family members could recall having ACP conversations with HCP and their SL family member much better than residents could, they sometimes felt as though their relative was not comprehending the conversations. As one family member explained, "I must say though, she is not able to understand the whole thing" (FM 2). However, according to family members, some HCP engaged in practices that made it easier for their loved one to understand the process. For example, being provided with documentation and prepped by a nurse prior to a conversation with the physician: "they gave me the form and then they sat down and we talked briefly about it. And then we went, she said, 'And you'll need to take this to the doctor,' so I had a bit of an idea before we got to the doctor, what the different levels meant and maybe almost a bit of an interpretation of what that meant so that then when I got to the doctor, I could listen to her tell us again and then talk, through what each level meant" (FM 6) or a meeting with the physician in which they provide a "picture" of what various levels of care might be like: "HER doctor I should say, asked her, when she could see that Mom wasn't getting the specifics medically-speaking, then she tried to break it down into a little bit of an example, 'So you'd be in intensive care, that means there'd be tubes and machines and you-have you ever experienced that, do you know what I'm talking about? And so those machines would be doing this, this and this for you', and she was trying to give her more of a picture of what that would look like, as opposed to the words" (FM 8).
The goal of ACP is to have ongoing conversations in order to monitor and document changing health status and patient wishes. Consequently, a number of HCP indicated that the GCD is reviewed at an annual meeting. The practice of revisiting GCD documentation with the resident and family members periodically was also cited as important for clarifying resident wishes: "I FELT as if she was trying to say this is the first time we've talked about it, let's start fresh, it's a clean slate today. And I didn't think that was gonna make a difference, but as I say, it did, because I mean, she picked a different level" (FM 3).
Mismatch in Perceptions Around Care Goals
We found that residents have considered the type of medical care they wish to receive and that they were interested in limiting health care interventions. However, this perspective on care goals was not uniformly shared by HCP in their respective SL facilities. HCP were divided on what they believed were residents' primary goals and their beliefs did not always align with what was expressed by residents. Like residents, family members were accepting of their elderly relative's life stage and simply valued the preparedness that came with ACP.
Residents expressed acceptance and a wish to not continue interventions at all costs. They were focused on the burden of long-term or intensive interventions and felt that these were no longer worthwhile: "You really do have to start thinking about this and thinking, 'Do I really wanna have thirty days of treatment?'" (Resident 3), "We discussed it…if I need life support I don't want it and, if my brain's still working then they can just help me by giving me a little help just to get back into shape, that's okay" (Resident 7), "Well, you're treating it now so let's not put me through a lot more stuff than I might have to go through" (Resident 8).
HCP too felt that they had an understanding of residents' general wishes and goals for medical interventions. However, these perspectives were not always reflective of the goals residents expressed. To be sure, some HCP shared the position verbalized by residents: "we find that most people for sure don't want everything, especially when they get to this age" (HCP 3). Others however expressed a sense that residents were seeking more interventions rather than wanting to limit them: "I believe most clients have the 'are you going to save me' approach" (HCP 1), "People see long term care as end-of-life. It's a preconceived idea. They do not see supportive living as that" (HCP 5).
Family members, more similar to residents in their perspective, expressed acceptance of the limitations of medical care and therefore, the value in engaging in ACP. As one family member described about ACP, "A lot of people are never really prepared for stuff like that and I guess most people don't like to think about it but you know that's part of life, and we feel really good about it." A spouse of a SL resident indicated, "I know a lot of people who will have trouble accepting. But we, we've always felt like we're you know, whatever happens is happening, and we're very good with it."
The Role of Prior Experience
A recurrent theme that we found for all three participant groups, particularly when the researcher explored whether anything made it easier or harder to engage in ACP, was that prior experience was very important in both current perspectives and comfort level with ACP. For HCP, the relationship was more complicated, with a few expressing discomfort with some ACP practices in SL and perhaps insufficient guidance as to expectations around this process.
Both residents and family members indicated that prior experience with decision making and the ACP process had helped in shaping current perspectives and readiness. As a result, both groups described having engaged and feeling ready to engage in the process. In fact, only one resident and two family members had no or very limited prior ACP involvement. In these cases, the resident was less inclined to feel urgency for planning ahead, aside from assigning a decision maker: "You know, that's a tough one for me to answer having never had occasion to think about it…I am very independent, I make my own decisions. I take it day by day" (Resident 2), whereas the family members expressed feeling very unprepared by not being involved with their parent's decision making: "We are ready to talk about it. But she is not. She makes all the decisions for dad but what if something happens to her? Then we have no idea what to do" (FM 9). Some residents described personal health experiences that had increased their readiness to engage. For example, "…after I got through that operation and got back home, I realized that there was things that people should've known if I hadn't have made it through. You know?" (Resident 5). Others indicated that experiences with family members enlightened them to the unpredictability of life and consequently, the importance of planning: "…I've watched my mother and my dad, my sisters, you know, my brother. And to me, those kinds of things have to be planned ahead because strange things happen to people. Like my brother got ALS" (Resident 7).
For family members, prior decision making seemed to make dealing with their current situation easier. As one participant reflected, "I think the only reason it was probably… easier with my mom is that I had to do it for my dad" (FM 1). Prior experience with EOL and decision making also gave family members an appreciation of the limitations of medical interventions. As an example, one participant referred to her mother-in-law's unrealistic expectations when her father became ill, "She thought that the doctors could just get him up and movin' and fix him…they're not magicians" (FM 2).
HCP expressed greater comfort in engaging residents and patients in ACP if they had more professional experience with the process. As one HCP stated, "It's like second nature to me" (HCP 3), whereas another expressed, "I admit, I am not a pro at this. I am taking in what I can."
Those who felt comfortable, also identified residents as being largely ready to have conversations, "I ease the [resident] into [ACP]…and usually it goes pretty well" (HCP 3) and "Most of the time, they go well. When there's a lot of resistance, there is usually something else going on." (HCP 4). However, experience did not necessarily alleviate some ethical concerns. HCP sometimes continue to struggle with the ACP process, for example: "I'm a little bit unsure… sometimes I feel we push…and I've been challenged a little bit on the team here because…I've actually been told that anyone coming in here must have [a GCD]" (HCP 1) and "I think with the goals of care can, although it always intended to be this is the patients wish, this needs to be respected throughout the sector, I think sometimes it's not necessarily the patients wish but there's a bullishness to it… what's become dogmatic" (HCP 2).
Variability in Perceived Role Clarity
Perceptions and expectations around roles emerged as reflective of readiness to engage in the ACP process. Both residents and family members had a clear sense of their roles, but HCP were less sure of expectations for their engagement with residents in ACP.
As one resident explained, "…I'm still in complete control of everything but he's there when I need" (Resident 2). They also displayed high confidence that decisions would be made well by them: "The family will be there, and they can make…they would be all there to make a decision if they had to be" (Resident 1).
Family members accepted the fact that they may have to fill a decision-making role: "I'm her daughter. And she trusts me. And I would do it in her best interest, what was ever best for her" (FM 8) while acknowledging the potential challenges of that role: "You do leave it to those around you but you're hoping that they are going to know what you want and that is not the easiest thing to ask" (FM 5).
HCP acknowledged their role in ACP, but some also expressed uncertainty about who is ultimately accountable. As one nurse explained, "They (nurses) don't know how far they should go [with ACP], what they should do" (HCP 1). Another clinician discussed a lack of role clarity among the multidisciplinary team when it comes to ACP, explaining, "…I really think that the multi-disciplinary team don't know [their responsibility with ACP]… there's this huge role" (HCP 5). Clinicians felt that a variety of disciplines (e.g., social workers or nurses) were well suited to take on the major ACP role.
Both residents and family members appreciated the role of HCP in ACP and expressed an expectation that their role was to initiate ACP conversations: "Somebody's got to start, so I believe that nurses and doctors are the best way to go" (FM 9), "Yeah…in that case, I think it should be the doctors that sit down and talk to you." (Resident 2), and "I think…the fact that the nurse was there…was a good thing because it wasn't ME asking those questions-it was the nurse, right?" (FM 7).
Discussion
In this study, we found that despite variable understanding of ACP terminology among residents, families, and HCP, all groups expressed readiness to participate in ACP. We further found that residents expressed a desire to limit medical interventions as they age, emphasizing the importance of ACP for making wishes known, whereas HCP expressed mixed perceptions of residents' health care wishes. Furthermore, HCP expressed some confusion around their role in the ACP process, whereas residents and family members were clear and confident about their roles in this process. Finally, we found that prior experience was important for all three groups in facilitating readiness and comfort with the ACP process.
Residents, families, and HCP were largely ready and had already engaged in at least some ACP. Readiness to engage in ACP activities has been classified according to the Transtheoretical Model (TTM), which characterizes behavior in one of five categories: precontemplation, contemplation, planning, action, and maintenance (Fried, Bullock, Iannone, & O'Leary, 2009) . We found SL residents were in the action or maintenance categories for at least some ACP behaviors and in the contemplation and planning phases for others. Although readiness for ACP engagement in patient populations varied across literature, the high resident readiness found in this study might be accounted for by the advanced age of resident participants and going through related activities such as moving into SL and preparation of one's funeral or will (Black, Reynolds, & Osman, 2008; Fried et al., 2009 Fried et al., , 2010 Malcomson & Bisbee, 2009) .
Although residents were ready to engage, few could recall having had ACP discussions with SL clinicians. This finding is consistent with data on hospitalized patients, which found that less than 30% of patients with a GCD are aware that they have one. Family members associated readiness to engage with a need for information to guide decision making and felt that although the SL relative provided information on values and wishes, HCP were instrumental for clarifying the language around options for intervention. These findings are consistent with the literature, which suggests that surrogates are burdened by a lack of information and decision making is eased with clear communication from HCP (McMahan, Knight, Fried, & Sudore, 2013) . HCP, although understanding of the fact that they have an important role to play in ACP, were divided on whether or not they fully understood their role in the process and felt comfortable to have those conversations (Hancock et al., 2007; Mitchell, Kiely, & Hamel, 2004) .
A significant finding of this study was that despite high readiness for engagement, there persists a lack of clarity and understanding about the ACP process for all three groups. Residents do not realize they have participated in ACP, family members are confused about medically related terminology, and HCP are unsure about their roles in ACP which further confound some feelings of discomfort with the process. In addition, there is a disconnect between what residents state are their goals for limiting medical interventions and what HCP sometimes perceive as being residents' goals. These issues can be addressed by changes in policy and practice. For example, SL facilities can develop a routine and standard ACP process that is focused on ongoing discussion with residents and families rather than an overemphasis on the completion of GCD orders. A standardized process can also address the role uncertainty that was voiced by numerous SL health care providers by delegating specific ACP tasks to particular clinicians. Of concern from a number of HCP was that residents are sometimes pushed to complete documents even when they may not wish to do so. Some clinicians indicated being forceful themselves, while feeling that this was sometimes necessary. Although none of the residents or family members interviewed felt this had happened to them, HCP indicated that when residents are not ready to engage, there is an expectation that they nevertheless will do so. Completion of GCD documents eases the burden of responsibility on clinicians and helps to establish consensus with patients on future care. This is important in a SL facility where decisions regarding ambulatory care and resuscitation must be made by staff in crises or acute illness. Still, pressuring residents to engage in GCD decision making overrides respect for their autonomy and dignity. Therefore, shifting away from a primary goal of obtaining a GCD and toward increased and iterative understanding of residents' goals, values, and wishes may be warranted (Bernacki & Block, 2014; Gillick, 2004) . In fact, elucidating care preferences for the future is a longitudinal decision-making process that moves from less to more concrete plan with time, necessitating an ongoing process of engagement between HCP and patients (Sörensen & Pinquart, 2000) . Policy language is also important as a tool giving equal value to high quality ACP conversations as well as GCD orders. Interestingly, in 2016, the local health region reviewed and subsequently revised their provincial policy in order to better emphasize the importance of conversations (Alberta Health Services, 2016a). Such changes in policy and process may help HCP to better understand and embrace their roles in ACP and to shift focus toward ongoing conversations with patients and families in addition to completing medical orders and GCDs (see Figure 2) .
A final main finding of this study was the importance of previous experience in determining readiness to engage in ACP, which has also been noted in the literature (Fried et al., 2009 ). The importance of previous experience as a motivator for patients and family can be explained by Mitchie's behavior change wheel, whereby motivation coupled with capacity and opportunity all lead to behavior change (Michie, van Stralen, & West, 2011) . Consequently, having had to make EOL decisions for a loved one or having experienced a personal health crisis, all can make ACP more relevant and increase motivation to engage. In order to capitalize on the impact of experience it is imperative for HCP to provide an opportunity and help patients build their capacity to consider and communicate wishes for their own care. In practice, HCP should explicitly inquire about and use prior experience of decision making or EOL as a launching point for conversations. For those who lack prior experience, clinicians could relay others' experiences in similar situations by using learning tools such as video storytelling that has been shown to be effective in increasing ACP engagement (Volandes et al., 2007) .
An important strength of this study is that the multiperspective design enabled the researchers to gain an in-depth understanding of readiness for ACP from various stakeholder groups in SL. Although it was not possible for cognitively impaired residents to participate in the study, their family members (and decision makers) did participate which, coupled with the perspectives of cognitively healthier residents, provided varied perspectives. We heard evidence of these varied perspectives from those who were in favor of engaging in ACP activities, those who had no interest in having ACP conversations with clinicians or family beyond assigning a designated decision maker, and those who had spoken to a clinician but were not ready to involve family members in having to make decisions. In addition, all types of clinicians who participate in ACP in SL participated in the study. This design allowed for contrasting perspectives about readiness to emerge between these different stakeholders within a single setting.
The main limitation of this study was around potential biases in recruitment. We relied on introductions to residents via their nurse practitioners who screened out residents with issues such as significant cognitive decline. Nurse practitioners may also have preferentially recruited individuals who had a positive ACP experience. However, it must be noted that a variety of resident opinions regarding the utility of ACP were captured in this study, including those of residents who were not interested in engaging in ACP discussions. An additional sampling limitation in the SL setting was the larger number of female participants. For residents, this may reflect the fact that there are more female than male residents coupled with the observation that the men living in SL are disproportionately more cognitively impaired, as was indicated by the nursing staff involved in participant recruitment. Similarly, all family member participants were female. This is likely a reflection of the fact that family caregivers for elderly adults both with and without dementia are disproportionately female (Ory, Hoffman, Yee, Tennstedt, & Schulz, 1999) . Still, this meant that the male caregiver voice was not captured in this study.
Conclusion
This study explored readiness for ACP discussions from the perspectives of SL residents, their families, and clinicians. We found that readiness among residents and family members does not necessarily translate to equivalent readiness on the part of clinicians. Nor does readiness equate with an understanding of what these plans are or how they will be used. The focus in SL should be on broader ACP discussions of values rather than just completing medical orders. The appropriate implementation of ACP discussions has the potential to reduce unnecessary and unwanted interventions at EOL for SL residents who may become unable to voice their wishes.
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